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Abstract
Physicians are often unaware of mentally disabled outpatients'
symptomatic behaviors that are relevant to their medication
prescriptions.

Such information is available to the clients'

residential care providers .

The present study trained clients'

residential care providers in data collection and provided these
data to physicians.

It was predicted that these data would

improve medication treatment for these clients and consequently
lead to a decrease in client's symptomatic behaviors .

The

results did not confirm the predictions; the data provided to
physicians on clients' between- visit behaviors had no measured
effect on the physicians' treatment of these clients, although
the physicians reported positive attitudes about the helpfulness
and utility of ·the system .
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Providing Behavioral Data to Physicians
for Enhancing Medication Treatment for
Chronically Mentally Disabled Individuals
Many chronically mentally disabled individuals in the United
States reside in board and care homes and have their medication
services provided through outpatient clinics.

Outpatient clinic

physicians are often limited both in the amount of time they are
able to spend with clients and in the amount of information they
are able to gather from clients during this time.

In providing

medication treatment, physicians might benefit from additional
information about clients' between-visit behaviors from sources
other than the clients themselves.
Increasing the acrount of information available to outpatient
clinic physicians is important for at least two reasons:

First,

physicians may provide more effective medication treatment if
they have more specific information about their clients'
symptoms; second, patients are more likely to comply with
their medication regimens if they are more satisfied with their
physicians (Falvo, \voehlke, & Deichmann, 1980;
Mitchell, Pyle, & Hatsukami, 1983).

Ley, 1982;

If the patients obtained

more effective medication treatment they would remain more
satisfied with their physicians, and this could produce an
increase in compliance.

For many chronically disabled patients

compliance is crucial because non-compliance exacerbates
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symptomatology, and this may require hospitalization.
One method to provide more information to outpatient
physicians would involve training clients' residential care
providers to give prescribing physicians clear and specific
information about clients.

Presently, prescribing physicians

base medication and treatment decisions on client self-report
data and the small sample of behavior they observe during
client's clinic visits.
Patient Compliance and Satisfaction
Noncompliance with medication regimens has been found to be
among the highest with psychiatric out-patient clients (Irvin,
1976).

Van Patton (1974) estimated noncompliance with medication

regimens in psychiatric outpatients to be between 24% and 63%.
Problems with medication compliance can often lead to
rehospitalization.

It has also been found that patients'

compliance with medication and patients' satisfaction with
physicians are related (Falvo, Woehlke, & Deichmann, 1980;

Ley,

1982), with greater compliance associated with higher
satisfaction with physicians.
Falvo, Woehlke, and Deichmann (1980) looked at pati e n ts'
perceptions of physicians and compliance with medication
regimens.

Patients of two family practitioners at a rural

comprehensive health clinic who received a new prescription on
the day of their appointment served as subjects.

Patients'

4

perception of t he physicians was measured using a 12 item
questionnaire.

The questionnaire assessed two a reas: one, the

d eg ree to which the physician gave them information about t heir
illness and treatment , and two, the degree that the pati e nts felt
the physician listened

to and understood their concerns and took

them into account in making treatment decisio ns.
r elevant findings:

There we r e two

(a) Patients with more complic a ted regimens

had lower compliance; (b) the more the pati e nts saw their
physician as g iving explanations and showing concern for them ,
the more likely the y wer e to c omply uith their medication
regimens.

(One weakne ss with this study wa s that medication

complianc e was measured using se lf-repo rt data . )
Ley (1982) reviewed the literature o n sa ti sfac t io n,
communication, a nd compliance wi t h advice and medication .

He

concluded that there is a r elations hip between pa t ient s '
compliance a nd satis fa ction.

Le y r ev i ewed stud ies that looked at

medication compliance with patients on anti biotic , psyc hiatric ,
anti-hyperte nsio n, a nti-tub erc ul osis , a nd other me dications .

He

fo und that complia nc e problem s ap pear to be general and not only
involv e complia nce with medicatio n but also other form s of
medic a l advice as we ll, s uc h as diet .

Variables found to be

unr elat ed to non-compliance were "patie nt s ' socio demog raphic or
personality characteristics; the doctor ' s c har ac teri s ti cs ;
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illness variables, including duration and severity of illness"
(p. 244).

Ley also identified a variety of areas that appear to

be related to patient compliance:

duration and complexity of

treatment/medication regimen, patients' level of satisfaction,
extent of s upportive follow-up, patients' perception of their
vulnerability to the illness, the seriousness of the illness, the
effectiveness of treatment, and problems caused by treatment.
Ley also stated that research does not support the idea that
medication side- effects decrease compliance .
Chronically mentally disabled individuals are often exposed
to many of the variables that reduce compliance (e.g., taking a
large number of medications, each at a different time of day).
These clients also experience dissatisfaction with services
received from their physicians as well as feelings of
hopelessness with their illness; since many of their symptoms
remain during treatment, they may feel the treatment is
worthless.

These and the other variables identified by Ley as

affecting compliance are of special concern for this population.
Information Giving
In working with chronically mentally disabled individuals,
physicians may have difficulty getting the information needed to
make accurate assessments and to design effective treatment.
Scher, Lawrence, and Mason (1980) point out that clients'
symptoms interfere with their ability to communicate clear and
relevant information to the physician.

The essential element of
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schizophrenia is a thougltt disorder; thus, the expectation that
they should be able to present information in a clear and
understandable manner may be unreasonable.
Lazare, Cohen, and Jacobson (1972) also discuss the problem
of patients receiving services in outpatient walk- in clinics.
The authors point out that such patients are usually from lower
socioeconomic levels and may often communicate their needs in a
way that middle class therapists are unable to comprehend .
Sacks, Gunn, and Frosch (1981) found that psychiatric
inpatients often withhold relevant information from their
psychiatrists.

Of 32 patients they studied , half deliberately

withheld information.

Reasons given for this included:

"length

of hospitalization, pass status [i . e., grounds passes, day
passes], or disposition might be affected by disclosure; that
information was too embarrassing or painful to discuss; and
therapist's view of the severity of the patient's illness" (p .
424).

Other subjects withheld information but denied doing so

deliberately .
included:

Their reasons for withholding the information

they felt the information was unimportant and the

therapist did not ask them specifically about the areas in
question.

Suicidal thoughts, sexual thoughts and behavior, and

psychotic symptoms were areas most 'often withheld.
Patients and therapists describe psychiatric problems and
symptoms at differing levels of abstraction (Klonoff & Cox,
1975).

Also, discrepancies often occur between lists of problems
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produced by patients and physicians (t1i tchell, Pyle, & Hatsukami ,
1983).

Mitchell, et al. (1983) explained such discrepancies as

due to clients' inabilities to conceptualize and report their
problems in a comprehensible fashion.
Carpenter, Sacks, Strauss, Bartko, and Rayner (1976) found
that relevant information was more reliable when provided by
family, friends, or staff than when obtained from the patients
themselves.

These and other findings led Scher, Lawrence, and

Hason (1980) to recommend that physicians utilize other sources
of information about the client.
Clients' residential care providers could serve as a viable
supp lement to clients as information sources.

Since clients '

residential care providers are responsible to superv ise clients
24 hours a day , they may be the best source of information
available. Training clients' residential care providers in data
collection and making these data availabl e to phys icians may help
overcome physicians' problems in obtaining useful information on
clients' behaviors.
Problem Oriented Record Keeping:

The Heed System

The problem oriented record keeping system may serve as a
means of getting good information to the physicians from the
clients' residential care providers.

According to Katz and

Woolley (1975), the problem oriented system can individualize
psychiatric care "because all the client's problems are
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delineated using systematically c lear statements" (p. 123).
Novello (1973) points out that "good record keeping can lead to
improved patient care" (p. 349) .
The problem oriented approach was developed by Heed (1968)
as a new me thod of record keeping in general medical practice and
has since been adapted for psychiatry (Katz , 1973; Katz &
Woolley, 1975; Klonoff & Cox , 1975; Lipsius, 1983; Mitchell,
Pyle, & Hatsukami, 1983; and Sheehy & Charles, 1978).

The

problem oriented system specifies the problems in behavio ral
rather than abstract terms.
As described by Novello (1973), the Problem Orien ted Reco rd
System has seven components .

For the purpose of the present

st udy, the most important components are :

(a) development of a

problem list which identifies and defines problems the client is
having, (b) progress notes in which data are taken on each
individual problem from the problem list, (c) a progress chart on
which severity of the problem or occurrence is rated by staff,
and (d) a flowsh ee t which serves as a graphical display of
cl i en t's progress.
Grant and Maletzky (1972) compared traditional rec ord
keeping with the problem oriented approach.

They noted vario us

deficiencies in traditional record keeping.

The major deficiency

is the l ack of completeness and continuity.

Problems are

implied, but not clearly defined or described; there are usually

9

inconsistent treatment plans developed; and there is a lack of
continuous data on the initial problems .

Grant and Maletzky

(1972) also noted that problems and progress notes are s t ated in
abstract global terms and that few behavioral descriptors are
used, and this makes it difficult to get meaningful information
from patients' charts .

The Weed system, on the other hand,

provides a systematic way to organize records and al l ows one to
identify behavioral excesses, deficits, and maladaptive behavio r.
Katz (1973) identified seven practical advantages of the
problem oriented approach over the usual form of records:

it

(a) offers a systematic approach to client record keeping,
(b) facilitates comprehensive care, (c) offers a focal point for
interdisciplinary care, (d) lends itself to functional
descriptions of psychiatric problems, (e) facilitates
individualized patient care, (f) provides potentially reinforcing
feedback to staff, and (g) offers a practical instrument for
conducting patient care research.
Such a system could increase communication between s t aff,
such as between the clients' residential care providers and t he
physician.

The system provides a simple and clear means o f

transferring information between the two, and it fun ct ionally
defines behavior rather than using abstract, mentalistic, or
diagnostic terms (Kanfer & Saslow, 1969).
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The purpose of the present study was to

(a) train clients'

residential care providers in taking behavioral data on clients'
symptomatic behaviors, (b) provide physicians with supplemental
information on clients' between-visit behaviors, (c) assess
client satisfaction with their prescribing physician, and
(d) assess changes in client satisfaction and symptomatic
behaviors.

It was predicted that the effects of providing

physicians with increased information on clients' behaviors would
allow physicians to make medication treatment decisions based on
more valid information which could result in improved treatment
and a decrease of symptomatologies.
Hethod
Participants
The participants were 10 mentally disabled men, 6 in a
treatment group and 4 in a control group.

They ranged in age

from 21 to 71 with a mean age of 42 . 8 years.

Each had a

diagnosis of chronic schizophrenia and resided in one of four
residential care homes .

Clients in each home were selected to

participate on the basis of presenting symptoms that may have
been due to problems with their medication.

Clients who

displayed no symptomatic behaviors were not selected for
participation.
There were a total of 7 physicians responsible for the 10
participants, with 4 physicians responsible for the 6

ll

participants in the treatment group.
home served as a control subject.

One participant from each

The controls were chose n on

the basis of the date of their doctors ' appointment; those who
had appointments which did not fit into the multiple baseline
time frame served as the control subjects .
Access to most of the residential care homes was obtained
through referrals made by the County Department of Mental
Health ' s Director of Training of Residential Care Providers who
was contacted by mail (see Appendix 1) , and given a 5 page
proposal.

One referral was obtained through the Director of the

Community Re-Entry Project .

Once the referrals were made, the

residential care providers were contacted by mail first with a
lette r of introduction (see Appendix 2) and then by a phone call
in which I discussed the possibility of their participation in
the study.

If they indicated interest, I met with them and

described the program and what would be required of them, as well
as the purpose of the study (i . e . , to give physicians information
about the clients' between-visit behaviors in order to aid them
in making assessment and treatment decisions).

Each residential

care home was also assessed for appropriateness for the study,
(i.e . , c l ients receive services from County Menta l Health Service
at least once a month, and clients did exhibit symptomatic
behaviors and had a diagnosis of schizophrenia).
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The four residential care homes can be characterized as
follows:
Home 1:
family run.

Six bed, all men, young adult facility which was
The majority of supervision was provided by a 22

year old man.
Home 2:

Fourteen bed home, both men and women,

gero-psychiatric facility which was family run.

Supervision was

provided by a husband and wife, as well as the wife's mother.
Home 3:
family run.

Six bed, a ll men, young adult facility, which was
The majority of supervision was provided by a 24

year old women.
Home 4:

Thirty bed, both men and women, young adult and

middle aged home, which was staffed both by family members and
staff,

This home had a very high staff turnover rate.

Materials
Questionnaire .

A patient satisfaction questionnaire (see

Appendix 3) was used to assess each client 's satisfaction with
their prescribing physician.

The 31 item questionnaire was

initially tested on 125 mentally disabled adults, 76 living in
board and care homes, 21 living in semi-ind ependent living, 9
living in independent living, and 19 living with their family.
The questionnaire was found to be reliable according to
coefficient alpha (o<. =. 96).

The questionnaire was given as a

pretest and posttest to all clients except for 3, one of whom
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refused to participate on two separate occasions, one who was
unable to at tend to the questions, and one who left more than
half of the questio ns unanswered on the posttest.

The

questionnaire was read aloud to those c lient s who had difficulty
reading.
Problem Identification Check List.

A list of symptomatic

behaviors and side effects as well as their definitions (see
Appendix 4) was used to assist in identifying behaviors to be
observed for individual clients.

The list was adopted from a

medication education program develope d by Stowell (1983).

The

clients' residential care providers were instructed to place an X
next to those behaviors that had occurred and an 0 for those
behaviors that had not occurred for each individual client.

The

check list was filled out by two staff members in each home.

The

behaviors that were identified by both staff members we re
discussed during the interviews with the client's residential
care provider ( see Appendix 5) which fo c used on daily
functioning, and with the client's physician (see Appendix 6)
which focused more on symptomatic behaviors of interest to the
physicians.

The behaviors chosen for observation on the

flowsheet for each individual client were a combination of input
from the client's resid entia l care provider and the physician.
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Daily functioning behaviors were also identified through
interviews with clients' service care providers and physicians,
definitions for which were written for individual clients.
Reliability of all behavioral records was checked through
agreement estimates taken on the first day of data collection by
the client's service care provider and myself, and two times a
week by the client's service care provider and another staff
person in the setting.

Inter-observer agreement was computed by

dividing the number of agreements by the number of agreement +
disagreements and multiplying by 100.

If at least 90% agreement

was not reached on the first day of data collection, the
behavioral definitions were revised and agreement estimates were
evaluated again until at least 90% level of agre ement was
reached.

In all cases, the revisions of definitions required

increased specificity of the behaviors for the individual.
Flowsheet.

A flowsheet (see Appendix 8) was developed to

replace written notes.

The flowsheet was on 8 1/2" by 11" bright

yellow cardstock paper .

The sheet was two sided, with the data

sheet on one side and the behavioral definitions on the other .
On the data sheet side, problems were separated into three
categories:

(a) daily functioning observations, (b) problem list

observations, and (c) side effects .

Daily functioning referred

to behaviors such as eating, chores, appropriate dress, hygiene,
attending scheduled meetings, and so forth .

Problem list items
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referred to symptomatic behaviors such as delusions,
hallucinations, agitation, and so forth.

Side effects referred

to physiological impairments caused by the medications.

The

flowsheet included a column for the date and time of each
observation and a space for the observer's initials.

Sufficient

space was on the flowsheet for the recording of data taken two
times a day for 1 week.

The rating scale for behaviors was at

the bottom of the flow sheet.

The clients' residential care

providers were instructed to place a 0-3 in the column for each
behavior (0, the behavior was not present at all during the
observation interval; 1, the behavior was slightly present during
the observation interval; 2, the behavior was present quite a bit
during the observation interval; and 3, the behavior was
extremely present during the observation interval).

Inter-rater

agreements were taken randomly two times a week for each client
by the client's residential care provider and another staff
person working in the setting who used a separate flowsheet on
blue card stock paper.

For each behavior, direct observations

were taken two times a day, scheduled differently for the
different homes.

Observers recorded data once in the morning

before the client left the setting and once in the evening
following the
min.

~inner

meal.

Each observation interval lasted 10

Individual clients were observed at separate times.
Graph.

These data obtained from the flowsheet were
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graphed by me and given to the physician at the time of the
client's clinic visit.

The graphs included the mean of the two

data points for each day.

There were three separate graphs for

each of the three sections (daily functioning, problem list, and
side effects) on the f lowsheet, a ll on one page (see Appendix 9) .
There was also a key for the intensity of the behaviors at the
bottom of the graph sheet and a place for the physician's
signature.

Each behavio r was color coded .

Physician Satisfaction Questionnaire.

The physicians who

had clients in the treatment group were given a questionnaire
(see Appendix 10) at the end of treatment to assess how useful
they felt the information was for them.
Design .
A staggered baseline across subjects with three starting
times was used, with two clients at each starting time (see Tab le
1).

There was a control group of 4 clients, one in each

re sidential care home, who were in continuous baseline .

The

first 2 clients began treatment after approx i mately 3 weeks of
baseline.
The subj ec t s ' starting times were determined by the time of
the month they were scheduled to visit their physician.

Thus,

the first 2 clien t s were those who had a phys ician appointment
during the fourth week.

The same occurred for those starting

treatment at the second and third s t arting point.

There was

approximate ly 1 week between each of the starting points.

17

Time Line

Table 1:

Week

Baseline Treatment
1 2 3 4 5 6 7

8

9

10

11

12

13

Subject 1

1

2

3

4

5

6

7

8

9

10

11

12

13

Subject 2

1

2

3

4

5

6

7

8

9

10

11

12

13

Subject 3

1

2

3

6

7

8

9

10

11

12

13

Subject 4

1

2

3

6

7

8

9

10

11

12

13

1

2

3

4

5

6

7

8

9

10

11

12

2

3

4

5

6

7

8

9

10

11

12

13

1

2

3

4

5

6

7

8

9

10

11

12

Subject 5
Subject 6

1

Subject 7
Subject 8

1

2

3

4

5

6

7

8

9

10

11

12

13

Subject 9

1

2

3

4

5

6

7

8

9

10

11

12

13

Subject 10

1

2

3

4

5

6

7

8

9

10

11

12

13

-----------------------------------------------------Procedure

In order to gain support and assistance from County Mental
Health Services for the study, I wrote a letter of introduction
and sent a five page proposal to the Director of Outpatient
Servi ces (see Appendix 11), Director of Physicians (see Appendix
12), t he Director of Training (see Appendix 1), the Director of
Community Services, (see Appendix 13), and the Director of Day
Treatment (see Appendix 14) .

I met with each of these Directors

to discuss the thesis proposal in mor e detail , received feedback
on the practicality of the proposed study, and answered questions
they had.

The Director of Outpatient Services provided

18

information and assistance in gaining the physicians' cooperation
by sending out a memo informing physicians that I would be
contacting them to set up a time to meet with them.

He also

assisted in setting up a process by which I could have access to
clients' charts on the days of the clients' clinic visits and
retrieve the graphs after the clinic visits.

The Director of

Physicians also assisted in gaining cooperation of the physicians
by sending a memo informing physicians that · the researcher would
be contacting them and asked that they cooperate.

The Director

of Community Services provided access to clients' files and
indicated that informed consent would not be necessary.

The

Director of Day Treatment provided information used in the
problem identification check list.

The Director of Training

provided residential care home referrals.
Once the residential care providers were chosen and agreed
to participate in the study, they were interviewed by me (see
Appendix 5) to obtain information on individual clients.

The

residential care provider were then given the problem
identification check list and were asked to fill it out and have
another staff person fill one out.

They were instructed not to

discuss the check list with each other until after they were done
and had given the check list back to me.

The clients were given

the satisfaction questionnaire at the same time.
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Once the Problem Identification Check List was obtained,
those behaviors that were identified by both staff members we re
identified.

The physicians for each client were contacted by

phone and I met with each.

The physicians were asked to identify

what information for each client would be most important for them
to know about in order to make treatment decisions (see Appendix
5).

During this meeting, I explained that the study would allow

physicians to receive more detailed and pertinent information
about the client 's between-visit behaviors.

I also explained the

flowsheet and graph and asked the phys i cian for any input they
may have on the problems listed for individual clients (see
Appendix 6) .
After meeting with the residential care providers and the
physicians, individual flowsheets were developed for each client .
The residential care providers were then given the
flowsheets and were given instructions on how to use them.

I

verbally read all the definitions to the residential care
providers for each client and answered any questions that they
had.

They were then provided instruction on using the data sheet

and taking data two times a day for 10 min intervals using the
rating scales.

They were also told that a 0 should imply that

the behavior happened 0% of the time; 1, about 25% of the time;
2, about 50% of the time, and 3, nearly 100% of the time.

They

were also instructed to place their initials and the time the
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data were taken in the space provided.

The residential care

provider and I determined interobserver agreement estimates on
all of the clients in the study on the first day of data
collection to check the clarity of the definitions.
I also instructed residential care provider to t ake
inter- rater a g reement estimates throughout the study .

They were

instructed to have another staff person take data on the blue
flowsheet two times a week, once in the morning and once in the
evening at the same time, and not to discuss ratings with each
other .
I visited each r esidential care home once a week throughout
the study and two times a week during the first 3 weeks .

During

these visi t s I obtained completed f l owsheets and deliver ed new
f lowsheets, discussed any problems or questions , discussed
medication changes, and checked on clients' doctor appointments .
I also phoned the residential care providers at leas t once a week
to remind them to take data.

They wer e also called on the day

before a client ' s clinic visit to remind them of the time of the
visit .
Baseline.

Data were t aken using the data sheet on the

flowsheet and patient satisfaction questionnaire.

Baseline

lasted approximately 3 weeks for the first 2 clients, 4 we eks for
the second 2 clients and 4-5 weeks for the last 2 clients
(col l ection of data on 1 client was started a week later than the
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other).

Throughout the study, baseline data were taken on the

control clients. (See Table 1 for time line . )
Treatment .
each client.

The treatment phase lasted at least 2 months for

Treatment consisted of the physicians being given

the data on the graphs at least once a month at the time of each
client's clinic visit following the end of baseline.

The first 2

clients had a total of three physician visits during the
treatment phase; the rest of the treatment group clients had a
total of two physician visits durine the treatment phase.
I delivered the graph to outpatient services on the day of a
client's appointment and placed it on the client ' s chart.

I

picked up the graph following the office visit .
One week following the end of the treatment phase, all
clients were given the Satisfaction Questionnaire again (except
the 2 who were unable to take the pretest) .

Physicians were sent

a letter thanking them for their cooperation (see Appendix 10)
and the Physician Satisfaction Questionnaire with a
self-addressed return envelope.
Results
No difference was found in the physicians' treatment
practices between baseline and treatment for either the treatment
or the control group as measured by changes in medication
(Appendix 15), hospitalizations, or referral to other programs
(see Table 2).

There were two reductions in medication, both
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occurring during the baseline phase, one each in both the
treatment group and control g roup.

One client in the treatment

group was hospitalized twice, once during the baseline phase (5
days) and once during the treatment phase (7 days) (see Figure
3).

There were no referrals made at anytime.

Physicians did

indicate that the information provided by the flow sheet was more
than sometimes helpful as measured by the Physician Satisfaction
Questionnaire (see Appendix 10) .

The mean of these scores was

6.6 on a 9 point scale, with higher scores indicating more
satisfaction (see Table 3).

Question 8 referring to the graph

providing the physician with important information on the
client's level of daily functioning was rated the highe st , with a
mean score o f 7.9 and a range 7-9.

Physicians overall rating of

the graph system as helping them in treating mentally disabled
adults was the second highest score with a mean of 7.4 with
scores ranging from 4.5-9.
Because no differences in physicians ' behaviors were noted,
data on clients' symptomatic behaviors were not analyzed.

Any

recorded changes in these behaviors would have been due to
factors other than changes in physicians' treatment practices .
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Table 2: Summary Tabl e of Medication Changes ,
Hospi t alizations, and Refer rals to Prog r ams
Source

Base l ine

Trea t ment

Number of changes in medication
Treatment Group

1

0

Number of chang es in med i cation
Cont ro l Gro up

1

0

Number of hospitaliza t ions
Treatment Grou

1

1

Number of hospitali zati ons
Control Gr ou p

0

1

Number of refer r als to other programs 0
Tr eatment Group

0

Number of referral s to other programs 0
Control Group

0

Tota l Trea t men t Gro up

2

1

Total Contr ol Group

1

1

----------------------------------------------------Table 3 : Summary Tab l e of Scores on Physician
Satisfac t ion Questionnair e
Source

He an

Median

Mode

SD

Range

Phys i cian 1

7.2

9

9

2.9

5-8

Phys ician 2

6. 7

7

7

1.0

1-9

Phys i cian 3

5.5

5. 5

5. 5

1. 2

Physic i an 4

6.8

6

7

1. 2

5- 8

To t a l

6. 6

6

6

1.8

1-9

4.5- 8 . 5
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A 2-way ANOVA with unequa l group s and fixed e ff ects (2
groups X 2 trials -- pretest a nd postt es t) was performed on the
Patient Satisfaction Questionnaire data .

Table 4 summarizes the

results of the analysis and clearly indicates that the re were no
sig nificant differences between the tr eatmen t and control g roups
on the Patient Satisfaction Questionnaire.

The mean scores for

each group are presented in Figure 1, and individual mean scores
a r e pr esented in Table 5 .

Table 4:
Source

Summary Table of Analysis of Variance

ss

df

p

MS

F
3 .13

).05

2. 77

) .05

Treatment

25 . 30

1

25.30

Subjec t within
treatmen t

40 . 46

5

8 .09

Trial

1.04

1

1.04

Tr ia l x Treatment

0.08

1

0.08

Tria l X Subject
Within Treatment

1. 87

5

0.37

>.05
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Table 5:

Summary Table of Individual Nean Scores on
Pretest and Posttest of Treatment and
Co ntrol Clients on Patient Satisfaction
Questio nnair e

Source

Pretest

Post test

Subject 1 (Treatment)

5.3

4.6

Subject 2 (Treatment)

7. 7

7.8

Subject 3 (Treatment)

3.0

1.9

Subject 4 (Treatment)

3.6

3.7

Subject 5 (Control)

6.8

4.8

Subject 6 (Control)

9.0

8.7

Subject 7 (Control)

7. 5

7. 7
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Discussion
The results as a whole were disappointing in validating the
efficacy of this treatment.

We cannot conclude from t hese

results that the additional information on patient behaviors
provided to physicians had any substantial effects on their
treatment behaviors, although the physicians reported the
information as being more than somewhat helpful.

The physicians'

satisfaction rating was highest with respect to the usefulness of
the graph in assessing the clients' current level of functioning.
Overall, physicians reported that the g raph sys tem was between
sometimes useful and very useful in helping physicians treat
mentally disabled adults.

The areas that received the poorest

rating involved the graph being helpful in providing information
on clients' side effects and clients' rate of symptomatology.
Both of these areas fell within the sometimes useful area.
The findings that the physicians reported the graphed data
to be useful and that the graph did assist them in making
treatment decisions is interesting.

The fact that this produced

no changes in their treatment, however, needs investigation.

We

might question whether the physicians looked a t the g raphed data.
Since they were asked to sign the bottom of the graph and
complied , it seems appropriate to infer that they did see the
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patient information graphs .

Thi s may ind ica t e that physicians

a r e rigid in the ir tr ea tment practices and that although the
information was interesting to them , it wa s used only to justify
their establishe d patte rns of treating clients (i.e., not used to
improve tr eatment) .

Other factors that may have influenced t he

lack of physicians ' behavio r change could be r ela ted to the
l ength of time of t he treatment, which may not have been long
enough to see any change in their behavio r.

It may a lso be

possible that the informa tion provided t o the physicians only
confirmed the already exis ting medication tr ea tment.
The lack of significant c hange in client sa tisfactio n
between the pretests a nd posttests i s consi stent with the
f indings that the physic i ans ' behaviors remained unchanged .
Although the g raphed informa tion had no ap parent effect on
physicians' beha vior, it was we ll r eceived by mental health
professionals and residential care providers .

The providers

reported it to be a simple means fo r keeping tr ack of client s '
behaviors .

Two of them indica ted t hat the system might be useful

to them in doc umen ting clients ' behav ior for a new county funding
program in which clients with more symptoms will r eceive more
funding.

One home which served 3 0 clie nts ac tuall y r equested

assis t ance in using the sys t em for a ll its clients .
Further research in thi s a r ea sho uld focus on facto rs
influencing physicians ' trea tment b ehavio r s, as well as exploring
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the base rate level of medication changes made by physicians
which could indicate the length of time such a program should be
implemented in order to make an adequate assessment of the
physicians behavior.

Providing physicians with clients'

between-visit behavior information was not demonstrated in this
study to substantially influence their treatment behaviors.
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Appendix 1
Introduction Letter to Director of Training
Ms. Barbra Gilbert,
County Mental Health/ C.T.S.
1212 N. California Street
Stockton, CA
95202
Dear Ms. Gilbert,
My name is Nona Patterson, I am a g r aduate student in
psychology at the University of the Pacific .

I am presently

employed by the Community Re-Entry Project and work as a graduate
coordinator at Satellit e Apartments with chronical ly mentally
disabled adults.

My responsibilities include running the

medication compliance program, the activity program, and the
apartment maintenance program as well as counseling residents.
In working with the mentally disabled I have found that
often they have problems with their medication side effects or
are having an increase in symptomatology .

They often discuss

these problems with staff but fail to remember to discuss these
problems with their physicians .

My proposed thesis project

involves training board and care operato r s in collecting data on
clients' symptomatic and daily functioning in a form that will be
useful and will aid physicians in assessing clients '
between-visit behavior.
Due to the high case loads of physicians working in county
outpatient programs, time spent with individual clients is
l imited as is the amount of information they are able to gather .
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Often the board and care operator is the person who has the most
information on the clients' problems with side effects and
symptoms .

The goal of the proposed research project is to give

doctors information on clients' between visit behaviors in a
clear, quick, easy to assess manner, thus aiding them in their
assessment of clients .
I am writing you at this time to ask your assistance in
finding board and care operators who may be interested in
participating in such a program.

I would also like to get your

feedback on my thesis proposal and it's practicality.
I have enclosed a shortened version of my thesis proposal
for you to look over.
you may have.

I would be very interested in any comments

I will contact you next week to see if you are

available to meet with me and discuss my thesis.
Sincerely,
Nona Patterson
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Appendix 2
Introduction Letter to Residential Care Providers
Dear
My name is Nona Patterson, I am a graduate studen t in
psychology at the University of the Pacific.
working on my thesis.

I am presentl y

Barbara Gilbert, from San Joaquin County

Metal Health gave me your name and thought that you may be
interested in my program.
In working with the mentally disabled I have found t hat
often they have problems with their medication side effects or
are having an increase in symptomatology.

They often discuss

these problems with staff but fail to remember to discuss these
problems with their physicians.

My proposed thesis project

involves assisting board and care operators in colle c ting data on
clients' symptoms and daily functioning in a form that will be
useful and will aid physicians in assessing clients'
between-visit behavior.
Due to the high case loads of physicians working in county
outpatient programs, time spent with individual clien ts is
limited as is the amount of information they are able to gather.
Often the board and car e operator is the person who has t he most
information on the clients' problems with side effects and
symptoms.

The goal of the proposed research project is to give

doctors information on clients' between visit behaviors in a
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clear, quick, easy to assess manner, thus aiding them in their
assessment of clients.
I am presently looking for board and care operators that
would be interested in participating in my program.
thought that you might be willing to participate.

Barbara
I will contact

you next week to see if you are available to meet with me and
discuss the possibility of using your home in my program.
Sincerely,
Nona Patterson
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Appendix 3
Patie nt Sa ti sfac tion Questionnaire

l.

My doctor
to me talk about the side
effects of my medication.

2
l
does not
listen
2.

2

7

8

9

always
listens

about the side effects my

4

5
6
some times
cares

7

9
cares a
great deal

8

3

4

5
6
sometimes

7

9
always

8

My doctor
the possible side effects
that any medication he /she prescribes for me might
cause.
1
2
never
explains

5.

3

5
6
sometimes
listens

My doctor
takes my concerns about my
side effects serio usly.
l
never

4.

4

My doctor
medication causes.
1
2
doesn ' t
care

3.

3

3

4

5
6
sometimes
explains

7

8

9
a lways
explains

I feel the medicatio n my doctor gives me
1
2
do es not
work

3

5
6
sometimes
helps a little
4

7

8

9
a lways
helps a lot
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6.

Hy doctor is
medication.

2
not
interested

1

7.

3

2
never
listens

6
5
somewhat
interested

3

4

My doctor

5
6
sometimes
listens

4

6
5
occasionally
changes my
medication

My doctor has me on the
my illness .

2

3

4

worst

7

8

9
always
listens

2
1
3
doesn't know

11. Hy doc tor

4

9
8
changes my
medication

7

medication for

5
6
satisfactory

10. I feel that my doctor
he gives me medication.

1
2
doesn't
care

8

when I need i t changed.

2
3
does not change
my medication

1

9
very
interested

7

to my concerns about my

1

9.

4

Hy doctor
medication.
1

8.

in how I feel about my

7

8

9
best

what he's doing when

5
6
sometimes
knows

7

8

9
knows

about how I fee l about myself.
3'

4

5
6
sometimes
cares

7

8
9
cares a
great deal
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12 . My doctor
1

- - - - - my illness.

2

4

3

6
5
somewhat
understands

doesn't
understand
13. My doctor spend
1

2

7

8
9
understands
a great deal
about

- - - - - - - time with me.

3

4

5
minimum

too little

6

7

8

9
a eood
amoun t of

14 . My doctor asks me
questions to make good
decisions about my treatment.
1
2
too few

3

4

5
minimum

15. My doctor
1
2
doe s not
answer

7

8

9
a good
amount of

my questions.
3

16. I feel

4

5
6
sometimes
answers

7

8

7

8

9
a lways
answers

with my doctor .

1
2
3
uncomfortable

4

17. I feel like I
about my symptoms .
1
2
can not

6

3

5
6
comfortable

9
very
comfo rtable

talk to my docto r

4

5
6
can tell him
some things

7

8

9
can tell
him anything

39

18. My doctor _ _ _ _ __

2
does not
explain

4

3

1

my symptoms to me.

5

------- me

2

4

3

never
helps

1

a lways
explains

deal with my symptoms .

5

6

7

8

sometimes
helps

2

4

3

dread

9

a lways
helps

I

1

6

7

2

4

3

2

3

1
2
cold/
uncaring

5

6

7

4

5

6

7

5
neutra l

8

9

much better

--------- t o
4

9

af t er seeing my

somewhat
better

3

8

do need
very much

---------

\-TOrse
23. My doctor is

9

look
forword to

need

I us ually feel
doc t or.

8

a doctor to help me with my

don't need

1

5

fee l ne utral
t owa rd s

-::-------illness.

22 .

9

8

- -- - -- seeing my docto r.

20. I

21.

7

sometimes
explains

19. My doctor
1

6

6

me.
7

8
9
warm/caring
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24. I feel that my doctor knows

about my

illness .
2
3
l
very little
25. I can

l

4

6

7

8
9
very much

my doctor understand my illness.
2

3

4

not help
26 . I

l

5

some

5

6

7

8

help a
little

9

greatly
help

my doc tor .
2

3

4

dislike

5

6

7

like

27 . I know

8
9
like very
much

about my i llness than my

doctor.
l

2

3

4

less

5

6

7

8

same amount

28 . If I could I would spend

9

more
t ime with my

doctor during the visit.
l

2

3

4

less
29 . My doctor

l

5

6

7

8

same amount

2

9

mor e

about my well being.
3

4

doesn't
care

5

6

7

6

7

sometimes
cares

8
9
cares a
great deal

30 . If I could, I wo uld like to

l
2
get a new
doctor

3

4

5

8
9
keep my
present doctor
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31. Overall I am
with the
--~--~----------------services I receive
from my doctor .

1

2

not very
satisfied

3

4

6
5
somewhat
satisfied

7

9
very
satisfied

8
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Appendix 4
Problem List Observation Definitions
1.

Insomnia

Client has problems falling asleep or staying

asleep.
2.

Anxiety or Tension

Client states that he/she feels

"nervous", "uptight" or "uneasy" for no apparent reason .
Client appears to be tense or anxious by fidgeting, pacing,
is constantly up and down, shows excess energy, twitching,
hand wringing, bouncing leg up and down, etc.
3.

Somatic Complaints

Client frequently complains of physical

problems that have no apparent medical reason.
4.

Hotor Retardation

Client shows a marked slowing of physical

movement and may have strange postures that are held for long
periods of time.
5.

Agitation or Hostility

Client becomes very irritable,

threatening, or even violent, sometimes for no apparent
reason and at other times over something very minor or
trivial .
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6.

Withdrawal

Client pulls away from other people (staff and

other residents), spends more and more time alone and becomes
isolated.
them.
7.

Does not initiate conversations or participate in

Answers questions with short answers .

Blunted Affect

Client is unable to express emotions with

body language, such as smiling, frowning, laughing or crying.
Facial expression does not change with feelings.
8.

Inappropriate Mood

Client is unable to react to situations

with the appropriate emotions; for example, laughing at sad
occasions or crying at happy occasions .
9.

Labile Mood

Client shows sudden shifts in mood from being

very happy to sad to angry for no apparent reason.
10. Suspiciousness or Paranoia

Client shows extreme, unrealistic

fears that occur for no apparent reason.

The person may

become so fearful of something that he is unable to leave the
home, or refuses medication.
11. Grandiose Feelings
or importance .

Client believes he has unrealistic power

For example a client may believe that he is

an angel and can fly; or that he is going to be President of
the United States.
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12. Delusions

Client has persistent, false beliefs that he

firmly believes are true, even though these beliefs are not
based in reality.

No amount of proof can convince the person

that these beliefs are false.
13. Loose Associations
disorganized.

Client's speech pattern is confused and

Sentences don't seem to be connected with the

previous ones and do not make sense to the listener.
14. Ideas of Influence or Reference

Client states that other

people are sending their thoughts or feelings into him or
others are able to control their thoughts, feelings or
actions.

Client states that what others are doing or saying

are related to him, even though they are totally unrelated.
15. Hallucinations

Client hears, sees, feels, smells or tastes

things that are not there .

Client states that voices are

talking to him, or that people are in his room when no one is
there .

Client may be observed having conversations with

people who are not there.

Side Effect Observations
Parkinsonian Symptoms

Client may show shaking (tremors), a

shuffling walk or gait, drooling, and a mask like facial
expression.
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Akinesia

Client in unable to move, or moves very, very slowly.

Dystonic Reaction

Client may have a sudden tightening of the

neck muscles, a shaking of the head, very tight back muscles,
difficulty in speaking or swallowing, or eyes may be stuck in an
upward glance.
Akathisia

Client may feel the need to keep moving all the time

and may be observed to be pacing.

Client may complain of feeling

nervous, anxious, or jumpy "inside."
Dyskinesia

Client has involuntary muscle movements, often they

can be seen in the face, with muscle spasms, twitching that they
hav e no control over.
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Appendix 5
Service Provider Interview Protocol
I am tryine to come up with a list of behaviors that might aid
doctors in making their treatment decisions, and I would like
your help.
1.

Could you tell me what you think doctors need to
know about (a) clients' behaviors, (b) physical
appearance, (c) daily functioning, and
(d) symptoms.

2.

What are behaviors you see that let you know your
clients are getting sick?

3.

If you went with your clients to the doctors, what
information would you want to tell them?

4.

What symptoms do clients display that are most disruptive
in your home?

5.

How do you know when the medication is working or not
working?
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Appendix 6

MD Interview Protocol

As I explained in my letter to you, I am interested in
obtaining data on the type of information Board and Care
operators could give you about clients and their behaviors
between visits, that would aid you in making assessment and
treatment decisions.

Now I would like to ask you some questions

about what you look for in making assessment and treatment
decisions .
(1)

What is the average amount of time you have to spend
with clients during regularly scheduled office visits?

(2)

What questions do you currently ask clients during
their office visits?

(3)

What major verbal behaviors and nonverbal behaviors do
you look at during office visits with clients?

(4)

What symptoms are you most interested in when
making assessment and treatment decisions?

(5)

vfuat behaviors are you most interested in when making
decisions in regards to assessing the clients current
level of functioning?

(6)

What additional information would aid you in making
medication treatment decisions?
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(7)

What are the most common reasons why you make
medication changes?

(8)

What are the most common reasons for you t o refer a
client to other treatment resources such as day
treatment, medication compliance, and outpatient
therapists?

Is there other information you think would help you in making
assessment and treatment decisions that has not already been
covered?

Is there any thing else that you feel would help me?

Thank you for your time, if anything comes up later please
contact me.
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Appendix 7
Daily Functioning Behaviors
Hygiene

Client does not shower, shave, change cloths, brush

teeth or hair on a regular basis .
Appropriate Dress
Chores

Client does not dress neatly, matching .

Client does not do assigned chores.

Activities

Client does not participate in house activities .

Medication

CLient refuses to take medication or "cheeks"

medication .
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Graph
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Appendix

10

Physician's Satisfaction Questionnaire

Dr .
San Joaquin County Mental Health
Out- Patient Services
1212 North California
Stockton, CA
95202
Dear Dr.;
I would like to thank you for your cooperation and
participation in my masters thesis, as well as taking time out of
your busy schedule to meet with me to discuss individual clients .
I have finished collecting data and am in the process of
analyzing the data .

I am very interested in your feedback and

comments in regards to the usefulness of the graphs you received
on individual client(s).

I would appreciate it if you could take

a few minutes to respond to the enclosed questionnaire .

If there

are any areas not covered or any comments you would like to make,
please do so.
I have enclosed a self addressed envelop for you to use to
return the questionnaire.
Thank you again for your time and cooperation.
Sincerely,
Nona Patterson
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1.

The graph
provided me with information on
the client that I would not usually have had access to .
9
8
always

2.

6

5

7

6

5

The graph
decisions.
9

8

1

never

4

3

2

1

never

assisted me in making treatment
7

5
sometimes

6

4

3

2

1

never

7

6

5

4

3

2

1

never

sometimes

I found that the graph
provided me with a clear and
time efficient system to obtain important information on the
clients current level of functioning .
9
8
always

6.

2

The graph
assisted me in assessing the
effectiveness of the present medication regimen.
9
8
always

5.

3

sometimes

always
4.

4

sometimes

The graph
assisted me in assessing the clients
current level of functioning.
9
8
always

3.

7

7

5

6

4

3

2

sometimes

The graph
clients side effects.

1

never

provided me with useful infonnation on

~--=-::-------

9
8
always

7.

6

5
sometimes

4

3

2

1

never

The graph
provided me with important information on
clients rate of symptomology .
9
8
always

8.

7

7

6

5

4

3

2

sometimes

1

never

The graph
provided me with important information on
the clients current level of daily functioning.
9
8
always

7

6

5

sometimes

4

3

2

1

never
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9.

Overall, I feel that the graph system is
helping physicians in treating mentally disabled adults.
9
8
useless

7

6

4
5
somewhat useful

3

2

in
1

very useful
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Appendix 11
Introduction Letter to Director of Outpatient Services
Mr . Roger Speed
Director of Outpatient Services
County Mental Health
1212 N. California Street
Stockton, CA
95202

Dear Mr. Speed,
I have enclosed a shortened version of my thesis proposal
for you to look over before we meet.

I am a graduate student in

psychology at the University of the Pacific.

I am presently

employed by the Community Re-Entry Project and work as a graduate
coordinator at Satellite Apartments with chronically mentally
disabled adults.

My responsibilities include running the

medication compliance program, the activity program, and the
apartment maintenance program as well as counseling residents .

I

am writing you at this time to ask your assistance in gathering
information to be used in my thesis.
In working with the mentally disabled I have found that
often they have problems with their medication side effects or
are having an increase in symptomatology.

They often discuss

these problems with staff but fail to remember to discuss these
problems with their physicians.

My proposed thesis project

involves training board and care operators in collecting data on
clients' symptomatic and daily functioning in a form that will be

56
useful and will aid physicians in assessing clients'
between- visit behavior.
Due to the high case loads of physicians working in county
outpatient programs, time spent with individual clients is
limited.

The goal of

t l~

proposed research project is to give

doctors information on clients' between visit behaviors in a
clear, quick, easy to assess manner, thus aiding them in their
assessment of clients.
At the present time I need to get information on what
behaviors and symptoms would be most helpful to outpatient
physicians in making treatment decisions. I would also like to
get your feedback on my proposed thesis and it's practicality .
I have enclosed a shortened version of my thesis proposal
for you to look over.
you may have.

I would be very interested in any comments

I look forward to meeting with you tomorrow .
Sincerely,

Nona Patterson
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Appendix 12
Introduction Let ter to Directo r of Physicians
Dr. Randall Stenson , M. D.
County Mental Health/Out-Patient Services
1212 N. California Stree t
Stockton, CA
95202
Dear Dr . Stenson ,
My name is Nona Patterson, I am a graduate s tuden t in
psychology at the University of the Pacific .

I am presently

employed by the Community Re-Entry Project and work as a g raduate
coordinator at Sa t ellite Apartments with c hronically mentally
disabled adults .

My respo nsibilities includ e running the

med ication compliance program, the activity program, and t he
apar tment maintenance program as well as counseling residents.

I

am writing you. at this time to ask your assistance in gather ing
informatio n to be use d in my thesis .
In working with the mentally disabled I have found that
often they have problems with their medication s ide effects or
are having an increase in symptomatology .

They often discuss

these problems with staff but fail to r emember to discuss these
problems with the ir physicians.

My proposed thes is proj ec t

involves tr aining board and car e operato r s in coll ecting data on
clients' symptomatic and daily f unctioning in a form that will be
useful and will aid physicians in assessing clie nt s '
between-vi si t behavior.
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Due to the high case loads of physicians working in county
outpatient programs, time spent with individual clients is
limited.

The goal of the proposed research project is to give

doctors information on clients' between visit behaviors in a
clear, quick, easy to assess manner, thus aiding them in their
assessment of clients.
At the present time I need to get information on what
behaviors and symptoms would be most helpful to outpatient
physicians in making treatment decisions. I would also like to
get your feedback on my proposed thesis and it's practicality.
I have enclosed a shortened version of my thesis proposal
for you to look over.
you may have.

I would be very interested in any comments

I will contact you next week to see if you are

available to meet with me and discuss my thesis.

Sincerely,
Nona Patterson
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Appendix 13
Introduc tion Letter to Community Treatment Director
Bruce Hopperstad
Director/C.T.S.
San Joaquin County Mental Health Services
1212 North California Street
Stockton, CA
95202

Dear Bruce,
I am presently working on my masters thesis which involved
working with board and care operators and their clients.

In

working with the mentally disabled I have found that often they
have problems with their medication side effects or are having an
increase in symptomatology.

They often discuss these problems

with staff but fail to remember to discuss these problems with
their physicians.

My proposed thesis project involves training

board and care operators in collecting data on clients'
symptomatic and daily functioning in a form that will be useful
and will aid physicians in assessing clients' between-visit
behavior .
Due to the high case loads of physicians working in county
outpatient programs, time spent with individual clients is
limited.

The goal of the proposed research project is to give

doctors information on clients' between visit behaviors in a
clear, quick, easy to assess manner, thus aiding them in their
assessment of clients.
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I have enclosed a shortened version of my thesis proposal
for you to look over.

I would be v ery interested in any cornments

you may have I also have some questions with regard s to ethical
issues with informed consent.

I had planned to have the clien t s

sign an Informed Consent Form (enclosed), in speaking to some of
the operators I have found that many of the clients have paranoid
delusions and are not very open to giving information about
themselves.

Thus it may not be possible to obtain their consent.

For the purposes of the program the information needed includes ;
name, age, diagnosis, medication, medication history fo r past
three months, and crisis placements during the past three months.
This information can be gathered from the charts the board and
care operator s keep.

I would like your opinion on the necessity

of having clients sign Informed Consent forms.

I will contact

you next wee k to see if you are available to meet with me and
discuss my thesis.
Sincerely,
Nona Patterson
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Appendix 14
Letter of Introduction to Director of Day Treatment

Kathy Tidwell
Director of Day Treatment
San Joaquin County Mental Health
1212 North California Street
Stockton, CA
95202
Dear Kathy,
I met with Barbra Gilbert today in regards to my thesis
proposal, she thought that you might have some suggestions .

I

have enclosed a shortened version of my proposal and would
appreciate any comments or suggestions you may have.
Barbra also mentioned that you have already developed a list
of symptoms and clear, simple, definitions .

Since I will be

training board and care operators who have low level reading and
writing skills, I would be interested in looking at and possibly
using them with your permission in my program.
In my appendixes I have a questionnaire that attempts to
measure patient satisfaction with prescribing physicians .

Barbra

mentioned that you have on that is similar, I would also be
interested in looking at that .
I will call you next week, and see if you are available to
meet with me and discuss my thesis proposal.
Sincerely,
Nona Patterson
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Appendix 15
Medication Changes

Subject 1
Baseline

Prolixen Deconate 12.5 NG/ 1/2 cc lm
Artane

5 mg 1 b . i.d.

Ha1dol 2 mg h.s.
Treatment

Prolixen Deconate 12.5 NG/ 1/2 cc Im
Artane

5 mg 1 b.i.d.

Haldo1 2 mg h . s .
Subject 2
Base l ine

Haldol 2 mg h.s .
Artane 5mg 1 t.i.d.
Benadryle 25mg 1 b.i.d .

Treatment

Haldo1 2 mg h.s.
Artane 5mg 1 t.i . d .
Benadryle 25mg 1 b.i.d.

Subject 3
Baseline

Artane 5 mg 1 b.i.d .
Prolixen 10 mg 1 b.i.d.
·Prolixen 50mg/2cc Im every two weeks

Treatment

Artane 5 mg 1 b.i.d .
Prolixen 10 mg 1 b.i.d .
Pro1ixen 50mg/2cc Im every two weeks
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Subject 4
Baseline

Artane 5 mg 1 t.i.d.
Navane 10mg 1 b.i.d.

Treatment

Artane 5 mg 1 t.i.d.
Navane 10mg 1 b.i.d.

Subject 5
Baseline

Artane 2 mg 1 t.i.d.
during baseline)
Mellaril 150 mg b.i.d.

Treatment

Hellaril 150 mg b.i.d.
Artane 2mg PRN

Subject 6
Baseline

Treatment

Hellaril 25mg 1 am
Hellaril 150

1 h.s.

Artane 2 m.,
0

1 h.s.

Mellaril 25mg 1 am
Hellaril 150mg
Artane 2 mg

1 h.s.

1 h.s.

(changed to PRN
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Subject 7
Baseline

Prolixen Deconate 25mg/lcc lm ever y
two weeks
Artane 2mg l b . i.d. (reduced during
baseline from 5mg)
Halcion 25mg l h.s.

Treatment

Prolixen Deconate 25mg/lcc lm every
two weeks
Artane 2mg l b.i.d.
Halcion 25mg l h.s.

Subject 8
Baseline

Artane 5mg l b.i.d.
Mellaril l50mg l b.i.d.

Treatment

Artane 5mg l b.i.d.
Mellaril l50mg l b.i.d.

Subject 9
Baseline

Artane 5mg l b.i.d.
Loxitane 50mg 3 h.s.

Treatment

Artane 5mg l b.i.d.
Loxitane 50mg 3 h.s.
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Subject 10
Baseline

Prolixen 25mg/1cc Im every two week
Cog en tin 2mg 1 b.i.d.

Treatment

Prolixen 25mg/1cc Im every two week
Cogentin 2mg 1 b.i.d.

b.i.d:

twice a day

t . i.d:

three times a day

h.s.:

at bedtime

